Abstract : In this report, we present a case of intestinal obstruction secondary to a strangulated obturator hernia in an elderly woman. An 88-year-old woman was admitted to our hospital because she had been experiencing abdominal pain and vomiting for 24 h. Her abdomen was distended, and bowel sounds indicating obstruction were heard on auscultation. Diffuse abdominal tenderness was present, but no palpable masses were apparent. The diagnosis of an obturator hernia was confirmed preoperatively by computed tomography. During the emergency laparotomy, the incarcerated intestine was reduced and removed. The obturator foramen was repaired using a simple suture. The patient recovered completely and was discharged seven days after the surgical procedure because no postoperative complications occurred. An early diagnosis and prompt surgical treatment are important to reduce the morbidity and mortality associated with an obturator hernia.
her vital signs indicated a blood pressure of 100/74 mmHg, a pulse rate of 83 beats/min, a respiration rate of 16 breaths/min and a body temperature of 36.6 . A distended abdomen was noted during a physical examination, although tenderness and muscle guarding were absent. Bowel sounds were either absent or weak. No mass was palpated on either side of the groin, and the Howship-Romberg and Hannington-Kiff signs were negative. Laboratory studies showed that the patient had a white blood cell count of 11,700 cells/ L and a serum C-reactive protein level of 0.48 mg/dL. The results of all other laboratory studies, including serum electrolyte level, were within normal limits. A plain radiograph of the abdomen showed dilated small bowel loops with air uid levels consistent with intestinal obstruction Fig. 1 . A strangulated intestinal obstruction with a low-density mass in the right obturator canal area was observed on plain computed tomography CT images Fig.   2 . Therefore, a diagnosis of right OH was con rmed. After initial uid resuscitation, the patient was transferred to the operation room for surgery, and an emergency laparotomy was performed. The incarcerated intestine was reduced and congested. The right obturator foramen and congested small intestine were observed in the right lower abdomen Fig. 3 . In addition, a slightly dilated proximal intestine was noted. Simple suture closure of the obturator foramen was performed without an intestinal segmentectomy. The patient recovered uneventfully without postoperative complications.
She passed atus on postoperative day POD 1, was able to receive uids orally on POD 2 and was discharged on POD 7.
Discussion
Ronsil rst described OH in 1724 5 . The incidence of OH is nearly 1% of all hernia types 6 . Occasionally, OH is referred to as little old ladies hernia as it usually occurs in multiparous and elderly emaciated women because these women have a wider pelvis and an enlarged obturator canal. Other risk factors include chronic obstructive pulmonary disease and chronic constipation and ascites. The prime clinical symptom is acute intestinal obstruction, and the pain experienced by our patient originated in the lower abdomen and radiated to the anterior thigh, which is a characteristic of this condition. The Howship-Romberg sign is frequently used to con rm the diagnosis of an OH ; it describes the worsening of pain with extension, adduction and internal rotation movements of the affected extremity due to compression of the obturator nerve 7 . Another classic Hannington-Kiff sign is the absence of the adductor re ex and the presence of a patellar re ex, which is a more speci c but rare clinical sign of an OH 1 8-12 . The results from the physical examination of our patient
were not signi cantly suggestive of an OH.
The mortality rate of OH is almost 70% 4 7 13 . This is owing to delayed diagnoses, the high incidence of intestinal ischemia and perforation, and the affected demographics. However, an early diagnosis is challenging because many of the symptoms and signs of OH are nonspeci c. Various imaging examinations have been used to establish the diagnosis, includ- ing ultrasonography, herniorrhaphy, and CT ; of these, CT has the greatest sensitivity and accuracy 9 . In our case, CT showed the presence of small bowel loops within the obturator foramen with edema of the intestinal wall. Therefore, a preoperative diagnosis of OH was con rmed, and an emergency operation was performed. Thus, CT is an important additional diagnostic tool for managing intestinal obstruction.
Surgical repair is mandatory for treatment of virtually all cases of OH and traditionally involves exploratory laparotomy 1 . There is a variety of operative approaches that may be used to treat an OH, including inguinal, retropubic and transperitoneal approaches 14 15 . We conducted a laparotomy via a low midline incision because, compared with other techniques, this procedure provides better exposure and facilitates bowel resection when necessary.
Recently, laparoscopic surgery was described to be an alternative approach for the removal of an OH 16 . The surgical methods of repair include simple suture closure, closure of the obturator with adjacent tissue and mesh replacement during laparotomy 17 . Previously, in patients requiring bowel resection, many authors have performed a simple closure of the hernial defect with one or more interrupted sutures 14 16 . In this case, a simple suture was used, and the outcome was satisfactory.
In conclusion, an OH should be included in the differential diagnosis of an intestinal obstruction. Early diagnosis using CT and prompt surgical intervention can improve the prognosis.
